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TRAUMATIC HERNIA 


BY 
DR. JOHN E. BACON, Chief Surgeon, Miami-Inspiration Hospital, Miami, Arizona 


The purpose of this communication is to present for consideration 
but two points, out of the many that a discussion of hernia would imply. 
These are: the relation of trauma to the etiology of hernia, and a minor 
point which is believed to be valuable, in the technic of the operation for 
radical cure of the inguinal form. 

The writer has been engaged in the hospital care of employees of 
mining corporations in this state since 1903 and the items of experience 
gained during so long a service form a basis for certain conclusions which 
surely indicate the prevailing trend of thought and action as regards con- 
ditions which are or are not personal injuries. From 1903 to 1910 the 
number of men served by the hospital department of the Tombstone Con- 
solidated Mines Company averaged well above 300 at all times but during 
that time no case of hernia was seen in which accident was claimed as 
an etiologic factor. 

From 1910 to 1914 serving an average of 1500 men in the employ of 
the Miami Copper Company, one single case of hernia was seen claiming 
recent injury. In 1915 the Workmen’s Compulsory Compensation law be- 
came effective in this State and there were six cases claiming recent 
trauma as responsible for hernia. In 1916 the number rose to ten and so 
far in 1917 there have been twelve cases admitted to the hospital beside 
five cases claiming trauma as the cause of ancient hernias which were 
so obviously old that the point was not pressed. 

At this rate of increase if the point of recent injury in all hernias 
presented by employees of corporations using from four to six thousand 
men is maintained, the question of hospital expense, compensation pay- 
ments, and suits for damages for personal injuries becomes increasingly 
important as well as the surgeon’s responsibility for the occasional in- 
fection or recurrence. 

The uppermost question therefore becomes: What is the real value 
of trauma as represented by lifting or straining efforts in the etiology of 
inguinal or femoral hernia, the other forms of hernia being go rare that 





10 SOUTHWESTERN MEDICINE 





consideration seems superfluous? This question, though new to us by 
reason of our recent conversion to labor legislation, has been asked and 
answered in Germany and France for some time past, having attracted at- 
tention there as here by the sudden increase in the number of traumatic 
hernias after Workmen’s Compensation laws came into operation. 

William B. Coley, of New York, analyzing over 75,000 cases treated 
at the Hospital for the Ruptured and Crippled, deplores the term “rup- 
ture” as misleading since it rests upon a false conception of etiology, as 
the knowledge gained since 1890 in the course of thousands of operations 
for hernia, disproves the ancient theory of tearing or spreading of the 
structures of the abdominal wall as a factor in the production of hernia, 
and says that “hernia in the vast majority of cases is a disease rather than 
an accident. In other words it is due to a congenital defect, an open funi- 
cular process, or an abnormal size of a normal opening in the abdominal 
wall, and that this defect is the main cause of hernia while the exciting 
cause plays a minor role.” 

Accurate statistics are lacking as to the percentage of hernias in chil- 
dren below the age of five years, it being placed at from thirty to fifty 
per cent of those who later present fully developed hernias, but the ex- 
perience of every physician will convince him that it is quite high and 
that the vast majority of them get well by simple truss treatment. These 
patients clinically well of hernia until adult life present a large number of 
traumatic hernias since the sac is always there and capable of being sud- 
denly distended by unusual effort in predisposing postures. 

Quite an extensive literature has grown up around this subject in 
the last few years to quote from which at length would unduly prolong 
this paper and therefore it seems better to present a summary of conclu- 
sions reached by Coley, quoting numerous European writers as well as 
many of our own investigators. 

The predisposing causes as applied to oblique and direct inguinal and 
femoral hernias are: 


1. Congenital sac. 
2. Abnormal size of internal and external rings. 


8. Under-development of the internal oblique muscle, transversalis 
and conjoined tendon. 


The exciting causes are: 


1. Unknown. Out of 4,780 cases analyzed, 3,102 testified that the 
hernia appeared without known cause. 1,695 attributed it to some speci- 
fic case, lifting, straining, coughing, sneezing, blows or falls. 

2. Anything that greatly increases the abdominal pressure. 

Given then a congenital sac or a sac gradually acquired by protrusion 
through an abnormally large or weak ring, a hernia may appear for the 
first time as a result of lifting or straining, but this does not appear to 
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be the direct effect of any particular occupation since it occurs in those 
working on farms and in trade in proportional frequency to those engaged 
in industrial occupations classed as hazardous. 

As an illustration of this occurrence permit me to briefly outline two 
cases. 

E. H., Finn Miner. 

J. Y., Austrian Miner. 

Both were admitted to the hospital January 9, 1917, in evident pain, 
both were unable to walk, both had vomited and both presented very large 
left sided scrotal hernias. Both denied ever having had any inguinal pro- 
trusion or weakness before. These hernias were immediately irreducible 
but under relaxation by morphia and hot applications reduction was ac- 
complished within a few hours. Both men were operated upon in Jan- 
uary, 1917, and both presented the same conditions, a congenital sac pre- 
senting a definite constriction within the inguinal canal with recent minute 
hemorrhages and fresh adhesions between the sac and the tissues of the 
cord and scrotum. 

Both cases made uneventual recoveries. If there is any type of case 
which is entitled to be called traumatic these were certainly examples and 
yet both patients had patent funicular processes which had existed since 
birth. 

The courts both abroad and in this country have held, however, that 
hernia may be due to industrial accident, and are cases entitled to in- 
demnity. In the foreign rulings in order to prove the relationship, the 
hernia must have been examined by a physician within forty-eight hours 
after its occurrence and must present evidence of recent origin. There 
must be proof that no hernia existed before the accident. 

In Arizona, however, all that is necessary is to bring an action at law, 
produce witnesses of the accident, have any doctor testify that the man 
has a hernia and get some kind of a verdict. The corporation surgeon who 
treated the case first after the accident and has the only first hand infor- 
mation as to its appearance, the presence or absence of pain, shock, the 
reducibility, signs of extravasation of blood, truss marks and other evi- 
dence of its age, the condition of the patient, cannot be heard in court. 

The purpose of bringing this subject up at this time will be lost un- 
less it is mentioned that physicians are very prone to accept and agree 
with the ideas of the laity that hernia is frequently directly caused by ac- 
cident, that in other words a man can “rupture himself” by lifting, which 
in a normal individual cannot be done. 

With the increasing importance of the condition it becomes more 
than ever desirable that every industrial worker the subject of hernia 
should be cured by radical operation (and it is our practice to offer oper- 
ative treatment to each case discovered without additional charges for 
hospital and surgeons’ fees), and: it is in a like degree desirable to so con- 
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duct the operation as to avoid recurrence in the largest possible number 
of cases. 

Recurrence is due in our opinion mainly to two things. First: Fail- 
ure to find a small tubular sac or the incomplete removal of a sac that has 
been torn and distorted during its separation from the cord. We have in 
the last year discovered two small thin sacs after having concluded that 
the protrusion must have been a direct hernia, and doubtless many of this 
kind have been overlooked in years past to become a potent factor in re- 
currence. We have also discovered one case in which a double sac existed 
only one of which may have been found. The second cause of recurrence 
we believe to be faulty suturing in the lower angle of the wound, leaving 
a space below the lowermost suture through which a direct hernia grad- 
ually forms. To correct this we have been using the following technic in 
the belief that it is a distinct advantage over the usual interrupted stitch. 

Making the usual Bassini operation in all of its ordinary steps, after 
disposition of the sac and elevation of the cord, the deep sutures are placed 
as follows: The internal oblique and conjoined tendon are mobilized by 
blunt dissection so that the tendon comes easily over to Poupart’s ligament 
and using the De Garmo blunt hernia needle and medium sized kangaroo 
tendon, and passing all sutures from below upward the first stitch is taken 
through Poupart’s ligament right at its insertion into the spine of the 
pubis; this is then tied loosely, the needle then picking up the conjoined 
tendon high up and toward the median line, then back to Poupart’s liga- 
ment and so on as a continuous stitch clear up to the limit that internal 
ring can be displaced up and outward where it is tied, or, as we prefer in 
a suitable case, the same suture is whipped back again with another series 
of stitches, in folding the first row, to the original knot to which the free 
end is tied making but one knot in the deep row. One or two stitches are 
then placed above the internal ring and the operation concluded in the 
usual way. 

We have only been using this technic since last June and have only 
a small series of cases, some twenty-two, in which it has been applied, but 
we do not expect as many recurrences as is usual with the original Bassini 
technic. So far there have been none. 
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THE USE OF AUTOGENOUS VACCINES IN TUBERCULOSIS 


BY 


WILLIS R. SMITH, M. D., Associate Medical Director Homan Sanatorium 
(Read before the El Paso County Medical Society, May 7, 1917.) 


The development of the treatment of mixed infection in tuberculosis 
has been only in the past few years. It is from the result of the work of 
Jockman, Reiche, Bonhr, and others, that we have concluded that mix- 
ed infection is responsible for chills, night sweats, irregular fever, and 
emaciation in tuberculosis. These symptoms are due to soluble toxins 
thrown into the circulation from an area locally infected rather than from 
a general bacteriemia. Limbeck says as long as the infection is practically 
a tubercular one, even if it is acute, the white cells are unaffected, the 
leukocytosis of the third stage being the evidence of the development of 
mixed infection. I think a great many of the failures in the use of vaccines 
has been due to the fact that we did not keep clearly in mind what we wish- 
ed to accomplish. The first consideration in all these cases is to produce 
an immunity, and I think this is best defined by Vaughan who says: “Ac- 
quired immunity due to recovery from an infection or occuring as a result 
of infection is regarded as the outcome of the development in the body 
during the course of the infectious process of specific ferments that on 
exposure immediately destroy infection. The vaccine is the same protein 
that causes the disease to be so modified that it will not produce the dis- 
ease, but so little altered that it will stimulate the body cells to form a 
specific ferment that will promptly and quickly destroy the infected agent 
on exposure.” 

Corney has expressed his views as follows: “Because of the course of 
the disease, the rapid variation in temperature, the fact that extensive 
infiltration often develops in a few days and then disappears after a short 
period or leaves areas of caseation or softening, which data does not co- 
incide with characteristics of tubercle bacilli, viz: slowness of growth and 
tendency to hold its ground, leads to the idea that other organisms than 
tubercle bacilli may be found in the lesions of pulmonary tuberculosis. 
Rapid emaciation, excessive weakness, cough, profuse expectoration, chills 
and night sweats are attributed to the presence of secondary pyogenic or- 
ganisms.” It is not my purpose in this paper to take up at length the 
role that mixed infection plays in tuberculosis. Mine is strictly a clinical 
report with these statements borne in mind. I have selected four types of 
cases and report one in each class. I purposely have selected all these 
cases in young adult females, making them as near the same type of pa- 
tients as possible. 
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Case One. Miss B. Single. Age 27. Stenographer. Family history: Mother 
and father living and well; five brothers and three sisters all living and well. Per- 
sonal history: -Had always been thin, not so well developed as other brothers and 
sisters. Complained of being tired and not able to do her work as stenographer with- 
out being exhausted. No other acute sickness. Physical findings: Skin sallow. Apex 
beat normal. Slight venous stasis over upper part of chest. No retractions or 
depressions. Motion slightly diminished at right apex. Expiration normal. No 
glandular involvement. No hemorrhages. 


Percussion: Right anterior, dullness marked down to fourth rib. Left an- 
terior, marked dullness to second rib, slight dullness to fourth rib, dull along the 
lower edge of the sternum to half way down the nipple line. Right posterior, slight- 
ly dull to the fourth rib. Left posterior, dull to lower border of scapula. 


Auscultation: Right anterior, rough, harsh breathing to second rib, moist crep- 
itant rales as low as fourth rib. Left anterior, rales over the first rib, tubular 
breathing between second and third rib showing small cavity, coarse moist rales to 
fourth rib, then down side of the sternum extending half way to the nipple line. 
Right posterior, moist rales down to the fourth rib, prolonged expiration, marked 
on taking deep breath. Left posterior, coarse and fine rales down to the fourth 
rib. Larynx normal. Sputum muco-purulent. T. Bs. eight to ten to the field. Staph 
and streptococci very abundant; pneumococci common. Chills and night sweats every 
day. Temperature and pulse average for thirty days prior to the use of the auto- 
genous vaccine containing staph, strepto and pneumococci. 





Maximum temperature 104 
Minimum temperature 96 
Average temperature for the month 102 
Maximum pulse 132 
Minimum pulse 90 
Average pulse 118 

















After sixty days of vaccine: Percussion: Right anterior, slight dullness to 
fourth rib. Left anterior, dull to second rib, slight dullness to the fourth rib; slight 
dullness down to border of the sternum. Right posterior, slight dullness to the 
fourth rib. Left posterior, dull to the fourth rib. Auscultation: Right anterior, 
harsh rales but less number of moist rales down to the fourth rib. Left anterior, 
moist rales down to the cavity but less moisture in and around cavity. Right pos- 
terior, mild crepitant rales down to fourth rib, showing less moisture. Left posterior, 
cavity hoarse rales, moist and fine rales down to second rib. 


Maximum temperature 102 2/5 
Minimum temperature 96 
Average for month 991/10 
Maximum pulse 120 
Minimum pulse 80 
Average for month 110 


The high temperature on the 2nd and 19th shown by the temperature chart was 
due to pleurisy. Sputum reduced to about two-thirds in quantity, muco-purulent 
still. T. Bs. eight to twelve to the field. Few staph only. 


Case Two. Miss B. Age 21. School girl. Family history: Negative except 
maternal grandmother had T. Bs., but patient had never lived in the house with her. 
Personal History: She was in Chicago during the past summer and had frequent 
attacks of intercostal neuralgia. Returned to North Texas in the fall and entered 
school; began to lose weight, feel badly, some sore throat and earache. Inter- 
costal neuralgia continued (this to my mind was pleurisy and not neuralgia); soon 
began to have evening temperature, some night sweats. Upon examination the skin 
was dry and shiny over the apex of both lungs; apex beat normal in position. No 
venous stasis; slight retraction over the right apex; motion not limited; expansion 
normal; no glandular enlargements; hemorrhage, one small, about tea-cup. 




















Percussion: Right anterior, slight dullness down to the second rib. Left an- 
terior, dullness down to the fourth rib; right posterior, slight dullness to the third 
rib; left posterior, dullness down to the fourth rib. Auscultation: Right anterior, 
some fine crepitant rales and slight prolonged expiration and increased voice sounds. 
Left anterior, some fine rales spotted about down to the fourth rib. Right posterior, 
slight number of moist rales, some fine and some crepitant, down to the third rib. 
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Left posterior, rales down to the fourth rib; some active involvement all over this 
area of the lung. Examination of the larynx showed right vocal cord with elight 
ulcer and thickening of the cord. Right ear discharging, slight perforation in the 
drum, probably tubercular. Sputum muco-purulent, three or four T. Bs. to the field 
Staph and strepto common. Mixed vaccine composed of staph and strepto given in 
this case. 
Maximum temperature for the month (prior to vaccine) 102 
Minimum temperature 96 
Average for the month 100 
Average pulse 94 


Examination after sixty days of vaccine: Percussion, right anterior, slight dull- 
ness to third rib. Left anterior, slight dullness to the fourth rib. Right posterior, 
slight dullness to the third rib. Left posterior, slightly dull to the line of the 
scapula. 


Auscultation: Right anterior, a few rales, coarse and very few down to the 
third rib. Left anterior, numerous fine and coarse rales down to the fourth rib. 
Right posterior, showed nothing but dry friction rub. Left posterior, showed a few 
coarse and some fine rales, but greatly diminished in number. Sputum about one- 
fourth quantity. Two T. B.s to the field, all mixed infection disappeared. 


Maximum temperature for the last thirty days 
Minimum temperature 
Average for the month ... 
Maximum pulse 
Minimum pulse 
Average for the month 


Case Three. Miss W. Age 19. School girl. Family history: Mother died of 
T. B. Father living and healthy. Personal history: Had all the diseases of child- 
hood. Complained of having lost weight and strength for the past six months. Had 
had fever for three months prior to entering sanatorium. 


Physical findings: Skin healthy in appearance, dull parchment on the right 
side to the third rib and on left side to fifth rib. No venous stasis. No retraction 
or depression. Motion limited in the upper part of both lungs. Expansion diminish- 
ed. Some glands in the posterior triangle of the neck. Had had several hemorrhages 
before the vaccine was given. Percussion: Right anterior, slight dullness to third 
rib. Left anterior, marked dullness to fourth rib. Right posterior, very slightly dull 
down —_ the angle of the scapula and to the fifth rib. Left posterior, dull to the 
fourth rib. 


Auscultation: Right anterior, cogwheel respiration on deep breathing, no rales, 
to second rib. Left anterior, prolonged respiratory murmurs, fine and coarse rales 
to below fourth rib. Right posterior, harsh respiration, no rales but increased voice 
sounds to the third rib. Left posterior, coarse and fine rales down to the lower 
spine of the scapula, extending below the scapula next to the spine of the fifth rib. 
Larynx not involved. Sputum abundant and purulent. Ten to fifteen T. B.s to the 
field. Staph and pneumo abundant. Chills and night sweats. Vaccine of staph 
and pneumo administered. 


Maximum temperature thirty days teat to the use 
of the vaccine = 

Minimum temperature 

Average for month 

Maximum pulse .... 

Minimum pulse 

Average pulse 


After sixty days use of the vaccine percussion shows right anterior slightly dull 
to the third rib. Left anterior, dull to the fifth rib. Right posterior, no rales, only 
increased voice sounds. Left posterior, some fine rales scattered over the lung down 
to the fifth rib. Sputum diminished to about one-fourth the amount. Six to eight 
T. B.s to the field. No mixed infection appears except a few staph. 


Maximum temperature 
Minimum temperature 
Average temperature 
Maximum pulse 
Minimum pulse 
Average pulse 
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The striking thing in this particular case was that the right lung seemed to 
clear up entirely under the use of the mixed vaccine, so we are led to believe that 
the moisture in the right lung was primarily caused by a mixed infection. 


Case Four. Miss R. Age 20. Single. Family history: Father and mother 
living. Two sisters in good health. Personal history: Began to lose weight about 
six months prior to coming to El Paso. Complained of pain in back of the right 
side in the lower portion of the right lung. Evening temperature and night sweats. 
Physical findings: Skin normal but dry. Apex beat normal. Slight retraction over 
both apices. Motion at both apices impaired. No glandular enlargement. Larynx 
mormal. Had three severe hemorrhages after entering the Sanatorium in about 
three weeks. Temperature at time of admission was 103, pulse 110. The vaccine in 
this case was not started until the patient had been in the Sanatorium about six 
months and all T. B.s had disappeared from the expectoration and the lung condition 
was so far improved that there was nothing left but increased voice sounds and evi- 
dences of scar tissue to show that she had had tubercular trouble, but the constant 
presence of streptococci in the sputum led us to believe that this was the cause of the 
temperature. 


Percussion: Right anterior, slightly dull to the third rib. Left anterior, slight- 
ly dull to the fourth rib. Right posterior, slight dullness to the fourth rib and around 
the border of the scapula. Dull from the seventh to the ninth rib down to the lower 
border of the rib, due to thickened pleura. This pleurisy found in this location ac- 
counts for the pain complained of some months before the real condition was found 
out. 

Ausculation: Right anterior, few fine moist rales over the lung to the third 
rib. Left anterior, moderate number of fine rales and coarse rales to the fourth rib. 
Increased voice sounds. Right posterior, increased voice sounds to the fourth rib 
but no rales. Left posterior, coarse and fine rales extending down to the third rib. 
Increased voice sounds over the lowest border down to the base of the lung. 


Sputum muco-purulent containing numerous strepto. 


Maximum temperature 99 37/10 
Minimum temperature 97 4/10 
Average temperature 99 
Maximum pulse 100 
Minimum pulse 80 
Average pulse 88 




















Vaccine of strepto given in this case. 


After sixty days treatment the lungs showed nothing only some dullness on 
percussion as shown from the following plates but no moisture. The sputum showed 
no T. B.s and no mixed infection. 


Maximum temperature 99 
Minimum temperature 97 3/10 
Average temperature 98 3/10 
Maximum pulse 86 
Minimum pulse 70 
Average pulse 78 




















This patient gained about twenty-five pounds in weight and has been out of the 
Sanatorium for over a year. An examination within the last month showed her to 
be entirely well and weighing forty pounds more than at the time of admission to 
the Sanatorium. 

From the reports of the cases they each show a decided improvement 
in temperature, pulse, and expectoration being diminished in all of them. 
All of the patients gained some in weight during the administration of 
the vaccine, and, from these and numerous other cases treated with the 
autogenous vaccine in the Sanatorium, I am convinced the the autogenous 
vaccine has a very valuable place in the therapy of mixed infection in tu- 
berculosis. 
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CARCINOMA OF THE MALE BREAST 
With a Review of the Literature and Report On One Case 


BY 


CHAS. S. VIVIAN, M. D., Humboldt, Arizona 


(Read before the 26th Annual Meeting of the Arizona State Medical Association, Douglas 
Arizona, April 18, 1917.) 


Carcinoma of the male breast is not a common condition. Carcinoma 
in the breast of a young man is less common. Approximately 500 cases of 
this condition have been reported to date. (1) The largest number of 
these have occurred in patients from fifty to sixty years of age; other 
ages are by no means exempt, however. Lunn (3) reports the oldest case 
on record in a shoemaker of 91, who survived operation only a few days, 
to die of hypostatic congestion of the lungs. The youngest reported by 
Blogett occurred in a boy of twelve. Williams (9), Moore (12) and Coley 
(13) report cases occurring at twenty and twenty-two years. The young- 
est case in Judd’s series (10) was twenty-five, the oldest eighty-five. Bryan 
(14) had a case in a boy of fifteen. 

Between the years 1890 and 1911 there were eighteen cases of car- 
cinoma of the male breast treated at St. Bartholomew’s Hospital. Of these, 
one was under thirty, four were between thirty and fifty, and thirteen oc- 
curred after fifty. 

In Connell’s Table (table 1), based on twenty cases, the most fre- 
quent occurrence was between fifty and fifty-five, and next most frequent 
between twenty and twenty-five. 

Bryan (table 2) shows, in a series of ninety cases, the most common 
age to be the same, i. e., fifty to fifty-five; the earliest age twenty and the 
oldest eighty-two. 

Rodman (5) believes that not more than one per cent of the cancer 
of the breast occurs in the male, and cites the eleventh census, in which 
839 cases were reported, of which 28 occurred in males. Of 1460 cases 
studied by Keyser (6), 10 affected the male breast. 307 cases treated at 
Johns Hopkins Hospital, numbered among them 3 in the male (7). Wil- 
liams (9), who collected 15,481 cases of neoplasm, 2,422 of which were of 
the breast, found 2,397 females and 25 males affected, a ratio of, roughly, 
one to one hundred. Of these 25, only 16 were carcinoma. 

Out of 609 cases of cancer of the breast reported by Judd, two only 
were males. 384 cases of cancer of the breast occurred in the Western 
Infirmary of Glasgow in ten years. None of these occurred in the male 
until after the age of sixty (table 3). 

The Prudential Life Insurance Company, in compiling the deaths from 
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cancer throughout the world between the years 1909 and 1913, found 36 
occurring in the male and 1737 in the female. 

At the Huntington Memorial Hospital for Cancer Research (table 5), 
during 1914 and 1915 there were two males and forty-seven females that 
had carcinoma of the breast. During the same period there were 157 other 
male cases of cancer in other parts of the body, as against 159 female 
cases. 

It will be readily seen from these statistics that there is a very wide 
difference in incidence in the two sexes. The explanation of this much less 
frequent occurrence in the male probably lies in the fact, as brought forward 
by Speese (1), that the gland in the male is in a rudimentary state and does 
not experience the conditions incident to pregnancy, which are so frequent- 
ly the beginning of disease of the female gland. 

Other etiological factors must then be responsible for these growths 
which do occur in the male breast. Warner (15) has laid great stress 
upon the changes of the economy co-incident with old age. Of these, he 
believes endarteritis to be the most potent, and in support of his theory 
cites a series of 206 cases of carcinoma, of which 50 were of the breast. 
In 29, or 58 per cent, the blood supply was sufficiently interfered with to 
affect the nutrition of the part. Of the non-cancerous breasts, only 25 


per cent showed vascular changes. Another factor brought forward by 
him is an increase in connective tissue, especilaly in the amount of inter- 
cellular substances elaborated. 


Heredity, undoubtedly, has its share in a certain proportion of cases. 

Lastly, and probably of more importance, comes the role played by 
trauma in the production of cancer of the male breast. Just as constantly 
repeated slight trauma is sufficient for this condition in the female, so it 
produces it in the male. However, Murphy (16) believed that the con- 
dition can be and is brought about by mild trauma of one single occur- 
rence, following which the reaction subsides in a week, to show itself ma- 
lignantly after a lapse of three weeks to a month. 


The pathological difference in the two sexes is one of degree, and 
bears out the idea advanced in the discussion of etiology, in that it de- 
velops most commonly from the ducts and less frequently from the acini, 
as is to be expected in a rudimentary organ. Neither does the pathology 
differ clinically from that of the female breast. 

The growth is usually near and below the nipple, is small, hard and 
freely movable, in the early stages, slight growth, followed by adhesion to 
the surrounding parts, with fixation of the tumor and ulceration later is 
the usual sequence. ° 

Diagnosis is made along identically the same lines as in the female, 
but should be made earlier and should include pre-cancerous conditions. 

Discharge from the nipple is uncommon. When it does occur it is 
bloody, milky or puriform. Sudden growth with fixation is always an 
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alarming symptom, and Speese (1) believes that when it occurs in a mid- 
dle-aged man it warrants a diagnosis of malignancy. 

A small growth of the male breast is more easily identified than a 
similar one in the female; but, on the other hand, the male, not fearing this 
condition because of its rarity, does not consult a surgeon as early. 

Because of the easy and early recognition in the male, prognosis should 
be better in the male than in the female, if it were not for the fact that the 
male breast does not offer the same protection, in that it does not encap- 
sulate the growth by inflammatory resistance as does the female. 

Treatment consists in early and complete radical removal, to be fol- 
lowed by the pathologist’s report. Operative mortality is nil in early 
cases. Once having been removed in toto, the tendency to recurrence is 
not as common in men (1). If recurrence does occur, it shows itself in 
from a few months to six years, in the scar or frequently in the axilla, the 
opposite breast, or in the liver, lungs, or mediastinum. 

The history of a case in the practice of the author follows: Patient, 
male, white, aged 22, presented himself for examination because of a small, 
hard, painful swelling of the left breast, situated directly under the nipple 
and about the size of a hickory nut. The skin was freely movable over 
the mass, and the nipple was not retracted, neither was there any dis- 
charge from the nipple. There were no papable glands. 

F. H. Maternal uncle, at the age of 65, living and well; at 55 he had 
one breast removed for a persistent lump thought to be carcinoma. Father, 
at the age of 67, living and well. Mother died at 49. She had left breast 
amputated for carcinoma eleven years before her death, a growth two 
inches in diameter being removed. No axillary glands were removed. 
She was ill more or less for the last year of her life, and much emaciated 
during the last six months. Six months before her death she was “taken 
with a pain in her chest, which came on during the night, and in the morn- 
ing her arm and leg were paralyzed.” The hemiplegia continued, unim- 
proved, until the time of her death. Maternal grandmother died at 68. 
Eleven years before, a diagnosis of carcinoma of the left breast was made. 
This growth is known to have ulcerated, but no further details are obtain- 
able. The patient’s occupation is such that he is continually, during work- 
ing hours, leaning upon and rubbing against an iron railing in an electric 
crane. The position he assumes brings this bar into direct contact with 
the left breast; the history is otherwise negative. 

Six weeks after first noticing the growth, radical removal of the 
breast was done. The pathologist reports “A multiplication of the gland 
layers, with a tendency to lose their typical arrangements and to prolifer- 
ate in groups. The primary tumor was undoubtedly benign and the ma- 
lignant change in cells secondary.” 


Conclusions 
1. Between one and two per cent of cancers of the breast occur in 





20 SOUTHWESTERN MEDICINE 





the male. 2. Early and radical removal of the male breast which con- 
tains any suspicious enlargement is advisable. 

8. In the case presented the etiological factors were that of constant 
irritation superimposed upon an heriditary tendency. 
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THE PASSING OF THANATAPHOBIA. 

In peace or war traumatic medicine and surgery will pursue an even 
path, more especially in these days when men “mount up on wings like 
eagles” and dismount like falling bricks. But doctors in Europe have 
found that those who used to constitute the majority of their patients, the 
nervously diseased, have fallen off tremendously in number, and such 
falling means a shrinking of income more noticeable in hard war times. 
There are several reasons for this: First, fewer doctors are available, 
second, in sight of the horrors of war as revealed in returned soldiers, the 
ordinary patient is ashamed to go to a doctor with minor ailments; thirdly, 
money is harder to obtain and the doctor’s fee and operations are put un- 
der the head of “luxuries.” Fourthly, the fear of death is passing. Its 
power began to wane as the older theologians died, and now war has prop- 
ped open the gates—so great is the onrush of dead heroes—that men 
actually, or vicariously by pure sorrow, face Death every day. There are 
many grief-torn ones who would willingly join the troops of the White 
Horseman thundering past. There are many old persons who feel half 
ashamed of lingering in Life’s camp when the young have struck their 
tents and gone on beyond recall. So, curiously, the disceased, through famil- 
iarity with Death, have ceased to throng the rooms of those who kept him 
at bay with the Aesculapian rod. 
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SMALLPOX 


BY 


DR. I. J. BUSH, Bl Paso, Texas, Physician to the Eruptive Hospital 
(Read before the Hl Paso County Medical Society Sept. 3, 1917.) 
F Eas 

Smallpox is an acute, infectious disease, characterized by an initial 
fever ef about three days duration, followed by an eruption which passes 
to a papule then a vesicle and finally a pustule. 

The disease was first described by Rhazes, an Arabian physician in 
the early part of the tenth century. It was known however long before 
this. It first appeared in Europe in the latter part of the ninth century. 
During the twelfth to the fifteenth century fearful epidemics of the dis- 
ease swept over Europe, in many cases almost depopulating several coun- 
tries. It was carried to Mexico in 1520 and has remained there in endemic 
form to this good day. In 1633 it appeared in Massachusetts and soon 
spread to the Indians where it raged with such severity that several tribes 
were swept away. 

Smallpox is not a disease influenced by soil, climate or social condit- 
ions. It strikes down alike the king and the peasant. It occurs in the 
frozen North and the torrid South. The white man, the yellow man and 
the black man are alike the victims of its terrors. The disease is carried 
by direct contact with infected persons or clothing. Infection may occur 
at any stage of the disease but is most likely to occur after the appearance 
of the eruption. Some authors deny that it is carried during the febrile 
stage, before the appearance of the eruption. When exposed to the bright 
rays of the sun the virus of smallpox soon dies. Clothing and bed clothes 
of a smallpox patient can be thoroughly sterilized by exposure to a hot 
sun for two days. On the other hand, if packed away in a box or trunk 
in a dark room the virus will live for over a year. Several years ago, a 
man died in an out house on a ranch in New Mexico. The bed clothes 
were packed in a box and the room kept closed for over a year. Finally, 
the room being needed for storing grain, the rancher cleaned out the cloth- 
ing and other articles and was going to burn it, when along came half a 
dozen Indians and to them were given the blankets. The result was an 
epidemic of smallpox on the reservation. There is little danger of con- 
tracting the disease in the open air, and especially in a dry climate like 
this. Direct contact is necessary in order to do so. I believe that a person 
can approach to within ten feet of a case of smallpox in the open, and be 
in no danger of contracting the disease. I once heard a physician telling 
a patient that the disease might be contracted from a distance of two 
blocks. I feel sure the Doctor is mistaken. 

Some persons are much more susceptible to smallpox than others. In- 
deed there are well authenticated cases of a natural immunity to the dis- 
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ease. There are times too when persons are more susceptible than others. 
Persons have been known to be exposed many times, and not contract the 
disease, and finally succumb to the infection. During the past two years 
I have treated three men with smallpox who boasted that they had been ex- 
posed to the disease a hundred times in Mexico. I have heard of persons 
having a second attack but have yet to see a case and I do not believe that 
a person ever has two attacks. I regard all such cases as due to error in 
diagnosis. The disease has been said to be more fatal in the negro. I 
have not found such to be the case. The disease is generally milder in 
Mexicans than other people. I regard this as due to the fact that in Mex- 
ico a large proportion of the population have had the disease, as did their 
forefathers, and they have inherited a certain amount of immunity. At 
times conditions seem to be such as to favor a more rapid spread of the 
disease. Sporadic, mild cases will occur, here and there, and the disease 
shows very little tendency to spread, even in an unvaccinated community. 
At other times it blazes out into a fierce epidemic, with a high rate of 
mortality. Why this is true no one seems to know. 

The chief anatomical changes in smallpox are found in the skin. 
The lesions begin about the third day, in the form of red spots. These 
rapidly become papular and have a firm feel, very much as if a shot was 
imbedded in the skin. The papule then becomes vesicular and then pustu- 
lar. Sometimes the vesicle fills with blood instead of pus. This is the so- 
called black smallpox. The mucous membranes also become the seat of a 
lesion but it differs from that of the skin. It is in the nature of a diffuse 
infiltration. The membrane often becomes diphtheritic in character but 
pustules do not form. I have seen one case die from edema of the glottis, 
due to a virulent infiltration of the membranes of the throat. Abscesses 
and sloughing of the skin often occur. I saw one case in which the whole 
gluteus sloughed away. 

The initial symptoms begin with fever and malaise. Often there is a 
chill. The symptoms come on rapidly and the temperature runs up high 
the first day of the disease. I once saw a case in which the temperature 
registered 106 the second day of the disease. Cases are on record where 
it went as high as 107. Often there is great prostration from the onset of 
the disease. This is especially true in hard drinkers. In cases of varioloid 
the initial symptoms are often mild and sometimes are so slight as to have 
been overlooked. Headache and backache are generally very pronounced. 
The patient often thinks he is taking grip. Indeed the symptoms of grip 
and smallpox are so nearly identical that even an expert cannot make a 
differential diagnosis in the beginning of either disease. The eruption 
makes its appearance on the third day and by the the sixth or eighth day 
the disease has advanced to the pustular stage. As soori as the eruption 
makes its appearance the temperature drops and the patient experiences 
a feeling of relief from the aching in the back and head. Sore throat now 
becomes a prominent symptom and it is often so severe that the patient 
can only swallow liquids because of the pain. The eyes, too, begin to give 
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trouble at this stage and the swelling often closes both eyes. About the 
eighth day the pustules begin to shrivel up. They turn a dark yellow then 
brown and by the time the scab is formed it is black. 

The eruption in smallpox may vary from half a dozen pustules to 
thousands. From an eruptive standpoint the disease is divided into three 
classes of cases, discrete, confluent and hemorrhagic. The discrete cases 
are generally mild in character. Varioloid belongs to this class of cases. 
Most of these cases recover if uncomplicated. Confluent cases are those 
severe cases where the eruption is so thick that the pustules run together. 
Sometimes the skin of the patient is a solid purulent mass. I have seen 
cases where there was not on the whole body a piece of sound skin the size 
of a dime. How these cases ever recover has always been a mystery to 
me. Yet many of them do recover. The stench from one of these cases 
at the time the pustules begin to ooze and dry out is anything but pleasant. 
It has an odor all its own and it is by no means heaven born. Sometimes 
the pustular skin will slough and come away in putrid sheets. A physician 
never feels so helpless as when he stands before a case like this. Also 
he never appreciates the great blessings of vaccination so much as at this 
time and with reverence he takes off his hat and thanks the great Creator 
for the gift of the immortal Jenner. 


When the vesicles fill with blood instead of pus we have what is known 
as hemorrhagic or black smallpox. This is the most virulent form of the 
disease known. Ninety-five percent of these cases die. This is the “black 
death” that almost depopulated Europe during the middle ages. This 
class of cases usually die within twenty-four hours from the beginning of 
the eruption. 

The diagnosis of smallpox, before the appearance of the eruption, is 
most difficult. The fever and aching simulate grip, measles, chicken pox 
and many other diseases. A high temperature and much prostration the 
first day of the disease should put the physician on his guard. Even after 
the eruption has made its appearance a diagnosis is not always easy. The 
most expert medical man will make mistakes in differentiating between 
smallpox and other eruptive diseases. Especially is this true of chicken 
pox. The physician who never made mistakes in diagnoses of this kind 
has never treated many cases of smallpox. The late Dr. Chas. Race, skill- 
ful as he was, made mistakes. Dr. Howard Thompson, whose skill as a 
diagnostician is second to none in E] Paso, has made mistakes. I could 
name at least a dozen leading physicians of this city who have made errors 
of diagnosis in this disease. And I plead guilty to having made several. 
About a year ago I was called to see a dope fiend in a cheap dive on South 
El Paso street. He had an eruption much resembling smallpox. I phoned 
for Dr. Klutz and we carefully went over him and agreed that he was suf- 
fering from smallpox. I had him removed to the eruptive hospital. Next 
day, when I called, I realized at a glance that we had erred in our diagno- 
sis, but for the life of me I could not make out what disease he had. Fi- 
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nally the superintendent remarked that he found the patient literally 
covered with lice. And the diagnosis was clear, and the joke was on the 
physicians. The animals had swarmed over the man’s face, while he was 
in an opium stupor, and had bitten him so severely as to produce an erup- 
tion. Another case of supposed smallpox proved to be a syphilitic erup- 
tion. The diagnosis was made the second day after the man had been 
removed to the eruptive hospital and placed in the observation ward. One 
case of measles was diagnosed as smallpox and the patient removed to the 
hospital where he contracted smallpox. The proper diagnosis was made 
the second day and he was vaccinated but the vaccination failed to take. 
Chicken pox is more liable to be diagnosed as smallpox than any other dis- 
ease. Often the very elect are deceived. In chicken pox we have a vesicle 
with very thin covering. In smallpox the pustule is firm and hard and 
multilocular. If a well filled vesicle of chicken pox is punctured with a 
sterile needle a drop of clear fluid exudes and the vesicle walls collapse while 
in smallpox such is not the case. Puncture a smallpox pustule and it still 
stands up hard and firm. This I regard as an infallible test in making a 
differential diagnosis. In chicken pox there are successive crops of vesi- 
cles. Also the vesicles vary in size. Such is not the case in smallpox. In 
a large majority of cases the vesicles of chicken pox contain a clear serum, 
while the pustules of smallpox contain pus. I have seen only two cases 
of purulent chicken pox. 

The prognosis of smallpox is always grave. Uncomplicated cases 
of discrete eruption and varioloid generally recover. As a rule the fewer 
the pustules on the body the brighter the prognosis. Patients having vario- 
loid often do not feel sufficiently ill to go to bed. I have never seen a fatal 
case of smallpox in a person who had been successfully vaccinated. Welch 
says that in pre-vaccination times one-tenth of all children born died of 
smallpox. The same author says that in different epidemics of the disease 
in the United States the mortality has ranged from fifteen to sixty per 
cent. Where the disease occurs endemically as it does along the border and 
in Mexico the death rate is not so high. An examination of the books of 
the El Paso city eruptive hospital shows that during two years from June 
first, 1915, to June first, 1917, two hundred and sixty-eight cases have 
been treated, with thirty deaths. Forty-four were confluent and forty- 
three hemorrhagic. Of the hemorrhagic cases twenty-six were fatal. Of 
the confluent only three proved fatal. Only one discrete case died. That 
death was due to edema of the glottis. I have yet to see a heavy drinker 
recover from smallpox. They usually become delirious within a few hours 
after the onset of the disease and die within forty-eight hours. Whiskey 
and smallpox simply will not mix. One patient boasted that he had drunk 
enough whiskey to float a steam boat. I told him frankly that his drinking 
days were over. He died twelve hours later. 

There is no specific treatment for smallpox. I begin by giving them 
a calomel purge. Codein is valuable to produce sleep and quiet the restless- 
ness. During the fever stage aspirin is valuable for the relief of the head 
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and backache. Later, stimulants are generally required. I rely on stry- 
ehnia and whiskey. Whiskey is generally well tolerated. I have tried all 
kinds of sprays for the relief of the sore throat, without much benefit. I 
now rely on small doses of olive oil swallowed slowly. As soon as desqua- 
mation begins I give daily sponge baths of a one to five thousand solution 
of bichloride of mercury. For the eyes I use a two per cent solution of 
boric acid. Occasionally a hypodermic injection of morphine is necessary 
to quiet the delirium. There is no known remedy to prevent pitting. If 
the disease is at all severe pitting will occur in spite of all that can be done. 
Some two years ago a certain medical charlatan who was a refugee from 
Mexico at the time had his wife go down with an attack of smallpox. She 
recovered and had no pits. He used this fact as a means of advertising 
himself as a smallpox specialist. Investigation disclosed the fact that she 
had a light attack of varioloid and did not have over a dozen pustules on 
her body. Yet, so thoroughly did he advertise the case that over a dozen 
women of this city have asked me why I did not learn from him the remedy 
for the prevention of pitting. Verily he that tooteth not his own horn the 
same shall not be tooted. 


DISCUSSION ON DR. I. J. BUSH’S PAPER 


The discussion was opened by Dr. Anderson who commented on the 
fact that though alcohol made a man a much poorer risk, yet it was one of 
the few approved drugs in the treatment. He stated that he was a little 
afraid of strychnine as one was too apt to overstimulate. He remembers 
having seen one case with the papules discrete one side and hemorrhagic 
on the other. 

Dr. Willis Smith spoke of having seen two cases of the disease in 
women at term. Both were delivered. One baby had a corneal involve- 
ment and lost the sight of that eye. 

Dr. Crouse discussed the benefits of the various methods of vaccina- 
tion. He prefers the endermic. 

Dr. Prentiss advises opening the vesicle and treating it like any other 
surgical wound, thus obviating the frequent infection and making the 
course of vaccinia much shorter, and milder. 

Dr. Ramey advised tracheotomy or intubation for edema of the larynx. 

Dr. Strong urged the use of belladonna and atropine in the treatment 
of this condition. Some people are very resistant to vaccine, he said. 

Dr. Tappan wondered if the granular conjunctivitis seen so often after 
the disease bore any relation to true trachoma. It has all the appearance 
of it and is treated just the same way. 

Dr. Gallagher said that he had seen several cases with corneal pustules 
in which the vision was lost. 

Dr. Bush in closing said that one of the best things for use in the 
eyes was sterilized castor oil and another boric acid. Cleanliness is very 
much to be desired in this location as this avoids most of the eye compli- 
cations once so common and so distressing. 
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THE MEDICO-SURGICAL AND LEGAL ASPECT OF A FEW INJURY 
CASES, AS SEEN THROUGH THE EYES OF THE 
CORPORATION PHYSICIAN 


BY 


DR. W. A. HOLT, Chief Surgeon, Old Dominion Hospital, Globe, Ariz. 


(Read at the Twenty-Sixth Annnal Meeting of the Arizona Medical Association, Douglas, 
Arizona, April 18, 1917.) 


These are the days when the cliff dwellers and the cave dwellers of 
the medical and surgical world get together and hold friendly pow-wows. 

At the meetings of our county, state and national societies the papers 
read and cases exhibited invariably deal with the successes; seldom are 
the failures or poor results put forward. In this respect we are quite 
like the stock speculator who talks long and loud anent his profits but 
says little or nothing of losses. 

There will be nothing in this paper at all scientific; it will, however, 
bring to the minds of many of us a realization of the fact that we are pass- 
ing through a time that is a revolution in our professional work. 

This change probably affects the doctor who is engaged in corpora- 
tion work rather more than it does him who has a secure private practice. 
However, the latter should not ignore the trials and tribulations of his 
professional brother, for sooner or later he will be affected by the medico- 
surgical evolution that is going on. 

In the last half decade changes have arisen in the social, professional 
and economical life which require new arrangements of ethics, laws and 
professional practice for their solution. 

These new economic conditions affect very materially the medical 
men in a community and up to the present time the industrial physician 
most. 

One of the new conditions is that some form of workmen’s compen- 
sation law has already been passed in more than half of the states in the 
Union and there is small doubt that before long such laws will have been 
passed in every state. 

Our own state has a compensation law that probably is the most un- 
satisfactory in any, due almost entirely to its indefiniteness—that 
is, the injured man may elect to choose either the compensation law or 
the common law; and he usually elects the one which insures him the 
biggest piece of coin. This unsatisfactory law adds. very much to the 
trials and tribulations of the industrial physician. 

Compare this legal indefiniteness with the law of: 

New York which limits disability damages to $3,500.00 and for death 
$5,000.00. 
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Ohio which limits disability damages to $3,000.00 and for death $5,- 
000.00. 


Massachusetts which limits disability damages to $4,000.00 and for 
death $5,000.00. 


Pennsylvania which limits disability damages to $4,000.00 and for 
death $5,000.00. 


In the handling of injuries at the works of our mines and smelters 
I regret to say that we are frequently confronted with such a large num- 
ber of obstacles, i. e., the laws, the societies and unions, the relatives and 
friends, and not the least is the capitalization placed by the patient him- 
self upon his injury so that he dictates what we shall and what we shall 
not do, and as a consequence he, and these conditions, are making surgical 
cowards of some of us. 

Injuries to the industrial worker viewed through the eyes of the in- 
dustrial physician are apt to appear distorted, and possibly badly mis- 
judged. This may be due to the fact that we have not as yet become edu- 
cated to the proper interpretation of injuries since the days of the com- 
pensation law; again possibly we have been duped so many times by the 
cunning and clever malingerer that we are biased as soon as these cases 
come under our care. 

Before I cite a couple of cases I wish to say a few words of the shyster 
lawyer and his equivalent in our own profession, the damage suit doctor. 
They are what might be called unnecessary evils. And, together, they com- 
plete a vicious circle. The former has been trained for such work and 
probably should not be too harshly criticised, but his consort, the damage 
suit doctor, is without doubt a willing accomplice of the shyster and the 
ambulance chaser, and I feel that he should be stigmatized by the pro- 
fession. 

It is common knowledge that in every community doctors may be se- 
cured to serve the purpose of any person. 

As illustrating the statements of some of these damage suit doctors, 
let me mention briefly the case of a young man, a miner, who would not 
return to work after three months time following a double herniotomy 
which healed by first intention and with no complications. He was taken 
to two members of the profession in this state, one of whom made a writ- 
ten statement that he had advanced tuberculosis as a result of his opera- 
tion and had but a short time to live. Another said he had disintegration 
of the blood due to blood poisoning acquired at the time of operation. 

Another case of incipient senile cataract in an old employee. The 
company officials were advised of his condition and of the inevitable loss 
of vision. Being an old employee he was taken out of the mine and given 
work on the surface at the same wage. Occasional examinations showed 
the usual progress being made in the opacity of the lenses. After 18 
months, while having ample vision to go about his affairs, he seeks the 
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shyster lawyer who in turn conducts him to members of our profession and 
they make statements that his cataract is due to an injury. The con- 
clusion is that these doctors have been poorly trained or are the willing 
tools of the shyster lawyer. 


There are black sheep in every large flock, and I shall not attempt to 
deny that there may be a few in our own state who are deficient or warped 
in mentality and morals, but I claim with pride that the personnel of this 
body is as near ideal as can be attained by the independent judgment and 
careful selection of an efficient Board of Censors. 


The citation of cases, I am well aware, is prone to be monotonus; 
however, I will ask your forbearance while I briefly speak of two cases 
and exhibit plates of them, showing unsatisfactory results due to the 
handicaps mentioned. 

First, a young man, a miner, caved on; upon admission to the hos- 
pital he was found to have a compound fracture of tibia and fibula, punc- 
tured lung from several fractured ribs and a large scalp wound. He was 
profoundly shocked and his condition was critical for two weeks. The 
soft structures of the leg were badly lacerated from ankle to knee and 
were prone to hemorrhage at each dressing. No attention was given the 
leg other than sterile dressings and a pillow splint. Because of the ex- 
tensive laceration of the soft parts, there being several large wounds and 
numerous blebs of the skin and a proneness to hemorrhage, no attempt 
was made to align the bones or apply traction. An immediate picture 
showed a fracture of the tibia at the lower third with a piece which is a 
cross section of the tibia, about one inch long, displayed backward deep in- 
to the substance of the gastrocnemius muscle, which is seen in the lateral 
view. The fibula is fractured just above the malleolus and again at the 
lower third. The object in citing the case and presenting the plates is to 
show the heroic efforts of nature to repair the damage as is shown by the 
unions and bridges of callus. 

In this particular case there was no avenue by which traction could 
be applied, except that by nail extension which was lucidly described in 
text and by plates in the October, 1916, number of Surgery, Gynecology 
and Obstetrics by Dr. Frederick G. Dyas of Chicago, who credits Stein- 
mann as being the originator. Following his technique this case would 
have been ideal for the procedure of driving a nail transversely through 
the os calcis so that it would protrude about two inches on either side of 
the skin. To each end of the nail a copper wire loop is attached to which 
traction apparatus is applied. 

Unfortunately we have gathered from experience that our industrial 
injury cases have learned that any additional trauma done to them by the 
hospital department, regardless of results, is heralded as an additional 
asset. And it further corroborates the statement made earlier that these 
industrial injury cases are prone to thake surgical cowards of some of us. 

The next case is the plate of a man injured by a premature blast. 
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His injuries were many; one of which was the breaking of his muck stick 
and a piece of it, four inches long, and one and on-half inches in diameter, 
was driven into his lung; however, the particular purpose of exhibiting the 
plate is to show the large number of rocks embedded in the soft tissue of 
the hands without producing any discomfort, and are not discernible or 
palpable two months after injury. You will also readily note several osse- 
ous conditions that are abnormal and call for operative interference. This 
man is of a nationality that is crafty and cunning and knows too well the 
value of his deformities and consequently declines absolutely to accept such 
surgical work as is indicated. However, on the morrow of the day that 
he receives a big lump sum from the company, for which he has been 
playing trump cards, he hies himself away, is run through the repair shop, 
comes out in good condition and has money to burn. 

Finally, the writer is fully aware that he has told this body nothing 
that they did not well know before. And especially is he aware that he 
has offered no solution for the untoward conditions mentioned. 

The intention of this paper is only to try more closely to focus your 
attention on the fact that the industrial physician does not always have 
satisfactory control of his injury cases. 

In conclusion I will ask of you, that when these cases come under your 


observation, please to have a heart and step on the soft pedal. 





REPEOPLING EUROPE 


There is no obstetrical Hoover to regulate the number of births, or 
assign a reasonable amount of offspring to each household, and there is 
general alarm just now as to a possible failure in filling up the war-de- 
pleted populations. The journals are full of counsel concerning not only 
the newly-born but pre-natal influences. In Detroit, the obstetricians 
have gone so far as to develop a plan for the collection and distribution of 
human milk, the milk being obtained from private patients and unmarried 
pregnant women. 

Some, with Roosevelt, would have large families; others share Kip- 
ling’s views and would have fewer children and those of better physique, 
while a third party exists who ask sarcastically of the State as of negligent 
parents: What have you done with those you had? Were they well fed, 
clothed, had they any share in the land they cultivated? Any house en- 
tirely theirs of the homes they built? Was an honest fight made for their 
sakes against venereal disease, drug addiction and drunkenness? Are not 
plague, war, famine God (?) permitted, man tolerated conditions to keep 
the people within the food yielding possibilities of the world. Honestly, 
why do you want a throng of men who are simply “getters and begetters?” 
Is it not for your defence and for cheap labor? 

A comparative study of these three attitudes would not be amiss, for 
an immense population does not constitute a great kingdom any more than 
numerous offspring a strong and prosperous household. 
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EDITORIALS 


SOME SURGICAL DEVELOPMENTS OF THE EUROPEAN WAR 


One of the outstanding changes in the practice of surgeons of the 
English and French armies is the change in their attitude towards imme- 
diate operating for gun shot wounds of the abdomen. 

Prior to this war there had developed among army surgeons a strong 
tendency to treat gun shot wounds of the abdomen conservatively. The 
arguments in favor of this policy were oftentimes proven by statistics. 
Tuffier states that “if the personnel of the medical staff is not such that 
a gun shot laparotomy could be carried to a successful issue under normal 
circumstances, such could not be expected under the stress of war.” We 
are inclined to believe that some of this change of opinion has come about 
because the lines have been more stationary, consequently the hospital 
units have not been changing locations frequently. 

It is also possible that the entry of more civilian surgeons, who have 
universally been accustomed to operating on these cases immediately, and 
who have been well prepared to do this line of work, has something to do 
with the change of attitude towards this class of wounds. Sir George H. 
Macon, Surgeon General of the English army, states that “there is but 
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little evidence of wounds of the small intestine healing spontaneously, and 
post mortem evidence of healed wounds of the small intestine is wanting.” 

Another development of this war has been the tendency of the great 
majority to return to the antiseptic treatment of wounds instead of the 
aseptic. The development of Dakin’s solution in the treatment of com- 
pound fractures and other serious wounds has certainly been a step ahead 
of anything that we have known along this line. From the experience we 
have had with it we cannot help but feel that it is far beyond anything 
we have had up to date, and is deserving of a thorough trial according 
to a definite correct technique, by all men who are doing emergency sur- 
gery. 

Another development of real value has been the use of the X-Ray in 
the early diagnosis of gas bacillus infection. In many of the subfacial 
forms where crepitation cannot be elicited, the X-Ray has not only shown 
the presence of the gas infection, but also its extent, in this way enabling 
the surgeon to do just what was necessary and not open up large areas 
unnecessarily, to later become infected. It is also shown that these in- 
fections almost invariably start around the foreign body, when one is 
present. 

If anti-tetanus serum needed any further proof of its efficiency, that 
proof certainly has been furnished during this war. For the first few 
months, tetanus was almost a scourge. Now, since the universal use of 
serum given as often as possible with first aid dressings, it has almost been 
eliminated. 

One of the disappointing features, however, of the war, is the lack of 
any developments along the line of vaccine or serum to combat gas bacillus 
infection, which has now been demonstrated to be due to a number of 
different organisms. As yet, early and free incision, removing splintered 
bone and foreign bodies, with the continuous irrigation with Dakin’s so- 
lution, is the only preventive treatment. However, according to Tuffier, 
this has reduced the incidence of gas gangrene almost ninety-five percent. 

From a strictly surgical standpoint, we believe that the above de- 
velopments are among the most important of the present war. 





Observation on Types of Response in Treatment of Syphilis of the 
Central Nervous System. Homer F. Swift, American Journal of Syphilis, 
July, 1917. 

From a pathological standpoint, the author classifies syphilis of the 
nervous system under three forms: 

(1) Vascular, in which the essential lesion is an endarteritis; (2) 
Exudative peri-arteritis; (3) Parenchymatous degeneration of nerve 
structures. 

According to their response to treatment, the cases are classified into: 
(1) Early meningitis; (2) later forms of exudative involvement; (3) 
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tabes; (4) paralytic dementia. In each of these, typical cases are cited, 
showing varying degree of response to treatment. 

The most striking features of the article are the emphasis laid on the 
analysis of each individual case, and treatment according to the individual 
peculiarities. 

Persistent treatment is emphasized, Case No. 2 extending over a per- 
iod of five years, during which time sixty-two doses of salvarsan were 
administered, finally resulting in clinical cure. 

Treatment varied all the way from potassium iodide to intraspinal 
injection of salvarsanized serum. 





DR. McBRIDE’S RESIGNATION 

All of us regret exceedingly the resignation of Dr. McBride as Editor- 
in-Chief of Southwestern Medicine. The resignation was received on 
August 19th, but not accepted till September 1st, because the Board of 
Directors hoped he might reconsider. This Dr. McBride felt he could not 
do, so his resignation was finally accepted. 

Dr. McBride is the pioneer publisher of the Southwest, having started 
the New Mexico Medical Journal before the establishment of the Bulletin 
of the El Paso County Medical Society and the Journal of the Arizona Med- 
ical Association. It is largely through his efforts that the combination 
journal, Southwestern Medicine, was finally established and therefore we 
are sorry that he could not see his way clear to continue editing the journal. 

Dr. G. Werley, El Paso, is acting Editor-in-Chief till the Board can 
elect a new man to fill the editor’s chair. 

In the future the Board assures all members and subscribers that the 
welfare of Southwestern Medicine, which belongs to all of us, will be the 
sole object, as it has been in the past while under the editorship of Dr. 
McBride. 





BUSINESS AFFAIRS 


The Board of Directors not only regret the resignation of Dr. R. E. 
McBride but of Dr. B. E. Galloway, of El] Paso, as Business Manager. 

Dr. Galloway sent in his resignation for July Ist, but it was not 
accepted till August 1st, because there was no one to be had as busi- 
ness manager. Dr. Galloway kindly continued the management during 
August, and resigned because he could not give the time necessary to 
Southwestern Medicine and attend to his practice. There was no doctor 
in El] Paso, or elsewhere that we know of, who could give the time neces- 
sary to manage the Journal. It has been found necessary to have the busi- 
ness manager and the printer at the same place. Since no doctor could be 
secured, it became necessary to turn the business affairs of Southwestern 
Medicine over to a business firm. After mature consideration this was 
done by your Board of Directors. The business of the Journal was leased 





SOUTHWESTERN MEDICINE 33 


aS 





to Messrs. d’Allemand and Gibson, the former gentleman being secretary 
of the Ad Club, and an advertising expert, and the latter an expert col- 
lector, who is conducting a doctor’s and other collecting agency. 

The lease was made for three years, because the lessees would not 
take it for a less time. This was done by the unanimous consent of the 
Board of Directors. 

As viewed by your Board, the lease is a most excellent one, the Board 
having absolute control of all advertising matter; the paper, the printing, 
the appearance, and the policy of the Journal. Ample provision is also 
made for expansion as the Journal prospers financially. 

The Editor-in-Chief has absolute control of all reading matter that 
appears in the Journal. 

There are two apparent defects in the lease. One is that illustrations 
must be paid for by the author, and the other is that no provision is made 
for the necessary running expenses of the editorial department; such as 
stationery, stamps, etc. Both of these objections were unavoidable because 
we could not get a better contract. Very few journals are now paying for 
illustrations, nearly all requiring the author to pay for cuts if used. 
This because of the enormously increased cost of publication. Even if 
we could have gotten a doctor management, we could not have furnished 
illustrations free in the future. Illustrations will be furnished the author 
at cost. 

The lease gives to the business management (the lessees) the sum of 
$1.00 per member of all the combined societies. This is certainly little 
enough under the present cost of publication. We believe that all mem- 
bers should pay $2.00 per annum to the Journal. Arizona has already 
agreed to do this. The El] Paso County Medical Society will do the same, 
and this subject will be brought up before the New Mexico Medical society 
meeting, at Las Cruces, in October, and the Southwestern Medical and 
Surgical Association at the Albuquerque meeting in December. 

This extra $1.00 per member, would buy stationery, stamps, etc., for 
the editor and sub editors, and pay the editor a small salary if deemed 
advisible, or might be used to furnish illustrations to contributors to the 
Journal, The war will require many sacrifices from all of us, and surely 
we should be glad to give this much to make the Journal safe and sound 
for the future. 

So far as the publication is concerned, the Journal is now in a sound 
financial condition, but there are no funds for the needs outlined above. 
The good financial condition of Southwestern Medicine, is mainly due to 
the excellent self-sacrificing work done by our former business manager, 
Dr. B. E. Galloway, who turned over his books and the business affairs of 
the Journal in perfect order. We extend him our sincere thanks and ap- 
preciation, because he richly deserves both. 








TEXAS NOTES AND NEWS 


Dr. F. B. Evans and Dr. F. Brady, formerly on the medical staff at 
Dawson, have joined the medical reserve corps and been assigned to duty 
at Fort Bliss, Texas. 


Dr. Howard Thompson, Dr. M. O. Wright and Dr. G. Werley, spent 
several weeks fishing in the Glorietta mountains during August. 


Dr. B. L. Sweet, formerly with the county hospital at San Antonio, 
as laboratory technician, resigned and is in charge of the laboratory of 
Drs. Brown & Brown. 


Dr. H. E. Stevenson, Lieut. Col., in the line service with the Texas 
troops, has left to join them at the cantonment. 


Dr. W. W. Waite and family spent several days at Cloudcroft. 


Dr. E. B. Rogers and family have returned from California where 
they spent their vacation. 


Dr. G. Ranniger, of Oscura, N. M., was a visitor to El] Paso the middle 
of August. 


Dr. Lynch, of Midland, who is First Lieutenant of the reserve corps, 
has been called to duty at Fort Bliss, Texas. 


Dr. F. E. Shine, of Bisbee, spent some time in California, during 
August. 


Dr. M. B. Wesson has joined the medical reserve corps and is expect- 
ing to be called in service soon. 


Dr. J. R. Gilbert, and family, of Alamogordo, N. M., spent their vaca- 
tion in the east. 


Dr. Wilkinson passed through El Paso on his way to Nacozari after 
spending sometime with his family in Albuquerque. 


Dr. E. H. Ervin and his oldest son spent a month on the Great Lakes. 
Dr. W. R. Jamieson and family spent their vacation in Cloudcroft. 


Dr. Paul Gallagher, First Lieutenant of the Medical Reserve Corps, 
has been assigned to Fort Bliss, Texas. 


Dr. E. S. Bullock, of Silver City, N. M., with commission of Captain, 
has been assigned to Fort Bliss. 


Dr. C. M. Hendricks, of the Medical Reserve Corps, has been ordered 
to training camp in the east. 
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Dr. J. A. Rawlings and family spent some time at their ranch at 
Mountain Park. 


Dr. E. J. Cummins has joined the Medical Reserve Corps. 


Dr. H. H. Stark, through an invitation by the Colorado Ophthalmo- 
logic Congress, read a paper before that body on August 9th, in Denver. 


Dr. Will Rogers has been appointed by the county commissioners to 
fill the office of county health officer, vacated by Dr. E. J. McCamant, 
who has been commissioned as Major in the Texas National Guard Unit. 


Dr. J. A. Pickett and family spent a month in Indiana and Kentucky, 
visiting relatives. 

Dr. J. P. Kaster, chief surgeon of the Santa Fe Lines, Topeka, Kansas, 
was a visitor in E] Paso the first part of September. 


Dr. Craig, of Santa Rosa, N. M., made a professional visit to E] Paso 
the first of September. 


Dr. Branch Craige and family spent the vacation in California during 
August. 
Dr. J. G. Moir, of Deming, N. M., visited in El Paso on September 2nd. 


Dr. L. L. Miner, of Tyrone, N. M., while attending the Mayo clinics 
at Rochester, Minn., received word of the serious illness of his child, and 
left immediately for home. 


Dr. S. E. McDaniel, local surgeon of the E. P. & S. W., at Tularosa, 
N. M., was in El Paso the latter part of August. 


Dr. E. R. Carpenter made a professional trip to Douglas the latter 
part of August. 


Dr. J. R. Moore, formerly of Old Mexico, was in El Paso during the 
month of August, from where he went to Bisbee, looking for location. 


Dr. J. L. Taylor, Major in the Sanitary Corps of the Texas troops, 
left El Paso about September 8rd for active duty in Fort Worth. 


Dr. T. J. McCamant, Major in the Texas National Army, left about 
September 1st for Fort Worth for active service. 


El] Paso Chapter of Red Cross have arranged to serve sandwiches and 
coffee to troops passing through E] Paso to other parts of the country. 
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ARIZONA NEWS 


Many important changes have occurred among the medical prac- 
titioners of this state since the declaration of war. Most of those below 
will be ancient history to the readers of the magazine, but they are worth 
recording. 


From Miami, Arizona, Capt. John E. Bacon has been called to active 
duty at San Antonio, Texas. Dr. Watts and Dr. Miller, of his staff, have 
been commissioned in the Officer’s Reserve and will soon be at the front. 
It is reported that an entirely new staff will be installed at the Miami- 
Inspiration hospital. 


Dr. Conover, formerly of the Miami-Inspiration hospital staff, has 
located in Phoenix, Arizona, where he will be associated with Drs. Brown 
and Sweek. 


Dr. R. D. Kennedy, of Globe, has received his commission with the 
rank of Captain and is on active service. 


Other doctors from Globe, who await their call to duty, having applied 
for commissions, are Drs. Sturgeon, Kirmse and Gunter. 


The profession of the entire state will rejoice in the promotion of Dr. 
A. M. Tuthill, formerly of Morenci, who was made a Brigadier-General 
of the regular army. Dr. Tuthill’s service was in the line and not the med- 
ical department and his former position was that of a Colonel of the 
National Guard. 


Dr. Wm. H. Sargent, of Phoenix and Dr. J. J. Malone, of the same 
place, have received commissions and assigned to the School of Roent- 
genology in Los Angeles for training, following which they will, no doubt, 
be placed in active service. Capt. Wm. B. Bowman has charge of the 
training school in Los Angeles. 


Among the new members of the Board of Regents of the University 
of Arizona, the many friends of Dr. John W. Flinn of Prescott will be glad 
to note his name. No choice more satisfactory to the medical profession 
of the state could have been made. The entire Board of Regents, with the 
exception of Dr. Whitmore, were replaced. At the reorganization meeting 
of the new Board, Dr. Whitmore was elected chancellor of the University. 


Supt. John R. Walls, of the State Hospital for the Insane has engaged, 
as his assistants, Dr. Llewelyn of St. Louis and Dr. a of Phoenix. 
Dr. Covington will be the pathologist. 


The Mohave County Medical Society reports that Dr. A. L. Tilton has 
been recommended for commission in the O. R. C., with the interesting 
comment that, during his absence his practice will be cared for by his 
confreres. 
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Dr. H. J. James. The medical profession of the state suffered a dis- 
tinct loss in the death of Dr. H. H. James, director of St. Luke’s Home 
for Tuberculosis, at Phoenix. The cause of death was nephritis from 
which the doctor had suffered for two years. 

Dr. James came to St. Luke’s Home at the beginning of the year 1914 
and his energy and enthusiasm in anti-tuberculosis work soon made itself 
felt throughout the State. He took an active part in the re-organization 
of the Anti-Tuberculosis Society and in the meetings of that organization. 

Born in Canada in 1884, he graduated from the Toronto School of 
Medicine in 1907; during the next five years he was engaged exclusively 
in tuberculosis work in sanatoria of Canada and this country; he came to 
Arizona in 1912, and practiced in Ray for two years, but embraced the 
first opportunity to take up his chosen field again, accepting the position 
of Medical Director for St. Luke’s Home in 1914. 


NEWS 


The New Mexico Medical Society will meet in Las Cruces October 4th, 
5th and 6th, next. Dr. McBride is busy arranging an interesting program. 

The Southwestern Medical and Surgical Association will meet this 
year early in December in Albuquerque. The exact date has not yet been 
announced. Let everyone make plans to attend ‘and boost the organiza- 
tion. 





BOOK REVIEWS 


TRAUMATIC SURGERY 


By John J. Moorhead, M.D. F. A. C. S. Adjunct Professor of Surgery in the 
Now York Post-Graduate School and Hospital. Octavo volume of 760 pages with 
622 original illustrations. Philadelphia and London: W. B. Saunders Company, 
1917. Cloth $6.50 net. Half Morocco $8.00 net. 

The compilation in one volume of the various areas of the human body heir to 
traumatic injuries necessarily compels the author to touch only many seemingly im- 
portant points. The opening chapter of this work is well worth the price of the volume. 
To the general practitioner the little things that have potential grave features are 
often of intense concern due to his lack of dealing with them in a proper manner. 
This chapter, devoted to the little things, is clear and concise. The chapter on the 
graver sequences of joint injuries is extracted mainly from Murphy’s Clinics, as to 
illustrations. Arthroplasty is illustrated, and the finer details of post-operative 
treatment, so essential to success in this serious type of surgery, is neglected. Sprains 
and strains are admirably dealt with. The chapter entitled special fractures is 
especially useful. That on injuries to the spine, while in the main an excerpted one 
is so replete with personal observations of the author, a broadly experienced sur- 
geon, that it is made one of the most valuable portions of the text. 

That portion of the volume devoted to traumatic neuroses shows a clear brief 
analysis of Bailey’s work upon this subject. To the railway, mine and general cor- 
poration surgeon this is an admirable resume of the work of others and contains as 
well the author’s observations. The conclusion of the book is devoted to medico- 
legal phrases of traumatic injuries. On the whole Moorhead has summarized personal 
experience along with exhaustive extraction from various monographs, such as 
Kanands, Murphy’s Clinics, etc., in an extremely interesting and concise manner. 
The reviewer recommends the volume highly to his colleagues. It is well printed, 
charmingly illustrated, well proof read, and entrancingly concise, sometimes even 
too brief on a subject one deems important. —H. C. 





88 SOUTHWESTERN MEDICINE 





FOOD FOR THE SICK—A MANUAL FOR THE PHYSICIAN AND PATIENT 

By Solomon M, D., and Maude A. Perry, A. B. W. B. Saunders Com- 
pany, Philadelphia and London. 3 

The first part of the book gives a concise review of the general principles of 
nutrition and dietetics, with good reference lists of the chemical composition and 
caloric values of foods. Diseases of the various systems of the body are next taken 
up in order, the physiology and pathology of each condition given as far as it re- 
lates to indications for diet and detailed menus are given with the principles involved. 
I was interested in the chapter on diabetes, as it is practical and should be of great 
service to men treating such cases. Particularly good is the list of foods arranged 
according to their percentage composition of carbohydrates, but all the articles are 
useful and the book is both valuable and practical. a 


PREVENTIVE MEDICINE AND HYGIENE (MILITARY EDITION) 


By M. J. Rosenau. Appleton, New York. 1917. Illus. Price $6.50. 

This wise leader in the ever increasing foot paths to health keeps one truth 
constantly before us—that sanitary perfection means co-operation of the indi- 
vidual, the family, the community, and state authorities. A man and his house may. 
be kept absolutely clean, but his neighbors may have uncovered garbage or stagnant 
pools to his detriment. A community may strive for health, but if natural resources 
are not guarded, its epidemics, epizootics are not checked, then it also works in vain. 

There is hardly an enemy left unearthed in Rosenau’s book. Those of the 
struggling settler, the small farmer, the town dweller, the officer of health and the 
scientific agriculturist are ably dealt with. It is so simply written, that the layman 
can understand it, yet the scientist profits by reading it. 

With regard to the military section, it is true that more battles are won by 
sanitation than by tactics, and, until late in the nineteenth century far more men 
died of preventable diseases than bullets. 

Preventive medicine in application to the camp, of necessity, takes a special 
phase. I have seen a body of two thousand men encamped in one large building 
(Mobilization Camp, Syracuse, New York) which of course necessitated the most 
strict discipline. 

I have carefully examined this section of Rosenau’s text and find that it covers 
the following subjects: A general outline of the success of the present energetic 
efforts put forth to insure health as contrasted with that of fifty years ago. Ex- 
amination of the recruit first by the recruiting officer of the line, then by the sur- 
geon at the recruiting depot. Taking of identification data. Organization of the 
Medical Department outlining the duties of the medical officers and the various 
divisions of the medical service, such as Ambulance, Field Hospital, Sanitary and 
Base Hospital Corps, giving their action in battle, camp on the march and in bar- 
racks. He takes up the subject of pay, equipment, ration and training of the med- 
ical department, in my estimation covering the above fully and concisely. 

Because so many men are forced to live in such a small area, usually where 
modern sanitary conveniences are not to be had, the soldier is subjected to constant 
danger from certain diseases, such as typhoid fever, dysentery, diarrheal diseases, 
and a vast host of similar infections. Venereal diseases always form a large pro- 
portion of the work. The author in a most able manner deals with these problems. 

The articles on the Sanitation of the March, Selection of the Camp Site, Sani- 
tation of Semipermanent Camps and Barracks are of great importance and, like the 
other articles in this section, are well written and complete. 

This supplement furnishes an excellent reference work for new officers of the 
reserve corps and the junior officers of the line. a 


THE SOLDIER’S ENGLISH AND FRENCH OONVERSATION BOOK 


By Walter M. Gallichan. Lippincott, Philadelphia. 85 cents. 

When there was question of giving Testaments to troops departing from Eng- 
land, Lord Roberts reminded friends and societies that every ounce counted in a 
knapsack when carried by a tired soldier, so the separate Gespels were circulated 
instead. The lightness of Gallichan’s booklet is its first recommendation, its second, 
the keeping to what is necessary and not including phrases concerning “the hat of 
my aunt’s gardener” and “the mustard of my female cousin.” The pronunciation 
is given, but, as the author says, this does not always help, in fact, a pronunciation 
of the pronunciation is sometimes required. 

The terms given will do for camp and field, but are too abrupt for society. ‘“Voulez- 
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vous” would not do for ‘“‘Veuillez ayez le bout6 de—” nor ‘“‘Avez vous’’? for ‘“‘Eat- 
que vous en avez?” But mingling with the French will soon teach the necessity of 
lingual frills, and the booklet is a useful every day companion to the soldier who 
has urgent needs and whose great object is to be understood at once. ~~ 


POLIOMYELITIS 


By John Ruhrah, M. D. Professor of Pediatrics in the University of Maryland 
Medical School and the College of Physicians and Surgeons, Baltimore, M. D., and 
Erwin E. Mayer, M. D., Instructor in Medicine in the University of Maryland Medi- 
cal School and College of Physicians and Surgeons. Cloth, pp. 287 with 118 en- 
gravings and 2 plates. Philadelphia, Lea & Febiger, 1917. Price $3.25. 

This volume is a compilation of the literature on poliomyelitis, and represents 
our present knowledge of the disease as gleaned from over 3,000 papers and mono- 
graphs on the subject. No claim is made by the authors for originality, they merely 
offering a working volume to the practicing physician—and they have succeeded in 
producing one that is invaluable. 

The history of the disease, the pathology, and the nature of the virus are briefly 
touched upon; the chapter on epidemiology is extremely interesting as the various 
theories are described in an unbiased manner. The view, that transmission is by 
direct contact is of course given first place, but the theory that rats through their 
fleas are the responsible agents for spreading the disease is backed up by some al- 
most unanswerable arguments. 

The remainder of the book is devoted to the diagnosis and treatment of poliomye- 
litis, and as the most striking symptom of the disease is the paralysis, and further- 
more “the most striking thing about the paralysis is the fact that it is so unsym- 
metrical,” the authors have gone into great details with explanations and pictures 
of the various types of paralysis and have been just as liberal in the use of photo- 
graphs in explaining the various exercises used in the relief of the paralysis. 

The impression left after reading the book is that the authors believe that very 


few physicians recognize all of their cases of poliomyelitis, as it is easily confused 
with practically every ailment mankind is subject to, and that practically the only 
cases diagnosed are severe ones that leave paralysis. 

Anyone can read the book without an effort, as every page is entertaining as 
well as instructive. 


M. B. W 
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